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Update: Measles — United States, January-July 2008 


Sporadic importations of measles into the United States have 
occurred since the disease was declared eliminated from the 
United States in 2000 (/). During January—July 2008, 131 
measles cases were reported to CDC, compared with an aver- 
age of 63 cases per year during 2000-2007.* This report 
updates an earlier report on measles in the United States dur- 
ing 2008 (2) and summarizes two recent U.S outbreaks among 
unvaccinated school-aged children. Among those measles cases 
reported during the first 7 months of 2008, 76% were in per- 
sons aged <20 years, and 91% were in persons who were 
unvaccinated or of unknown vaccination status. Of the 131 
cases, 89% were imported from or associated with importa- 
tions from other countries, particularly countries in Europe, 
where several outbreaks are ongoing (3,4). The findings dem- 
onstrate that measles outbreaks can occur in communities with 
a high number of unvaccinated persons and that maintaining 
high overall measles, mumps, and rubella (MMR) vaccina- 
tion coverage rates in the United States is needed to continue 
to limit the spread of measles. 

Measles cases in the United States are reported by state health 
departments to CDC using standard case definitions’ and case 
classifications. Cases acquired outside the United States are 
categorized as importations. Those acquired inside the United 
States are considered importation associated if they are linked 
epidemiologically via a chain of transmission to an importa- 
tion or have virologic evidence of importation. Other cases 
are classified as having an unknown source. In the United 





* Based on nationally notifiable disease data for 2000-2007. 

*CDC/Council of State and Territorial Epidemiologists measles clinical case 
definition: an illness characterized by a generalized maculopapular rash for 
>3 days, a temperature of >101°F (238.3°C), and cough, coryza, or conjunc- 
tivitis. A case is considered confirmed if it is laboratory confirmed (using serologic 
or virologic methods) or if it meets the clinical case definition and is epidemiologically 
linked to a confirmed case. 

» A case is considered to have virologic evidence of importation if it is within a 
chain of transmission from which a measles virus is identified that is not endemic 
in the United States. 


States, recommendations for MMR vaccination include a 
single dose at age 12-15 months and a second dose at the 
time of school entry (5). Vaccination as early as age 6 months 
is recommended for U.S. children traveling abroad and is 
sometimes recommended within U.S. communities during 
outbreaks of measles. 

During January 1—July 31, 2008, 131 measles cases were 
reported to CDC from 15 states and the District of Colum- 
bia (DC); Illinois (32 cases), New York (27), Washington (19), 
Arizona (14), California (14), Wisconsin (seven), Hawaii (five), 
Michigan (four), Arkansas (two), and DC, Georgia, Louisi- 
ana, Missouri, New Mexico, Pennsylvania, and Virginia (one 
each). Seven measles outbreaks (i.e., three or more cases linked 
in time or place) accounted for 106 (81%) of the cases. 
Fifteen of the patients (11%) were hospitalized, including four 
children aged <15 months. No deaths were reported. 

Among the 131 cases, 17 (13%) were importations: three 
each from Italy and Switzerland; two each from Belgium, India, 
and Israel; and one each from China, Germany, Pakistan, the 
Philippines, and Russia. This is the lowest percentage of 
imported measles cases since 1996 (Figure 1). Nine of the 
importations were in U.S. residents who had traveled abroad, 
and eight were in foreign visitors. An additional 99 (76%) of 
the 131 cases were linked epidemiologically to importations 
or had virologic evidence of importation. The source of measles 
acquisition of 15 cases (11%) could not be determined. 
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FIGURE 1. Trend in cases of imported measles* as a proportion 
of all measles cases' — United States, 1997—July 2008 
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: Measles infection acquired outside of the United States 

' Includes importation, importation-associated (acquired inside the United 
States but linked epidemiologically to an importation), and other (source 

. unknown) measles cases 

" Provisional; 2008 data are for January—July only 


Among the 131 measles patients, 123 were U.S. residents, 
of w hom 99 (80%) were aged <20 years { lable). Five (4%) of 
the 123 patients had received | dose of MMR vaccine, six 
(5%) had received 2 doses of MMR vaccine, and 112 (91%) 
were unvaccinated or had unknown vaccination status. Among 
these 112 patients, 95 (85%) were eligible for vaccination, 
and 63 (66%) of those were unvaccinated because of philo 
sophical or religious beliefs (Figure 2). 

Washington. On April 28, 2008, the Washington State 
Department of Health received a report of several suspected 
measles cases in a Grane County household. The index 
patient had rash onset on April 12. During April 18-21, the 
other seven children in the household became ill with fever 
and rash. Three of the children developed pneumonia and 
were evaluated by a health-care provider who suspected 
measles; all three tested positive for measles-specific lgM anti- 
body. Rash onset occurred during April 13—May 30 in 11 
additional cases identified in Grant County. All of the 19 cases 
were linked epidemiologically, and all but one occurred in 


children and adolescents aged 9 months to 18 years. The 19 


cases included 16 in school-aged children, among whom 11 


were home schooled. Because of their parents’ philosophical 
or religious beliefs, none of the 16 children had received 
measles-containing vaccine. Specimens from eight patients 
were submitted for virologic testing, and all contained geno- 
type D5, which had been circulating in Japan and parts of 
Europe. A possible source of the outbreak was a church con- 
ference, held March 25—29 in King County, Washington, that 
was attended by four of the patients, including the index 


patient. The conference was attended by approximately 3,000 
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TABLE. Number and percentage of U.S. residents with measles, by age group and vaccination status — United States, January-July 2008 





Age group 





<12 mos 12-15 mos 


16 mos-—4yrs 


5-19 yrs 20-49 yrs >50 yrs Total 





Vaccination status No. (%) No. (%) 


No. (%) No. (%) No. (%) No. (%) No. (%) 





Unvaccinated 

Too young (aged <12 mos) 

Born before 1957 

Philosophical or religious beliefs against 

vaccination 

Missed opportunity or reason unknown 8 (80.0) 
Vaccinated (>1 dose) 1 (10.0) 
Unknown vaccination status 1 (10.0) 


Total 16 10 


16 (100.0) 


16 = (13.0) 
1 (50.0) 1 (0.8) 
(50.0) 52 (94.5) 2 (9.1) 63 (51.2) 


(38.9) 1 = (4.5) 1 (50.0) 17 (13.8) 
(11.1) 3; 65 5 (22.7) 11 (8.9) 
14 (63.6) 15 (12.2) 

18 55 22 123 





FIGURE 2. U.S. residents with measles who were eligible* for 
vaccination against measles, by reason for not receiving 
measles vaccine — United States, January-July 2008 
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* N = 95. Does not include infants aged <12 months, persons born before 
1957, foreign visitors, and persons who were vaccinated. 
' Includes children aged 16 months to 4 years who had not been vaccinated 

3 includes persons who were age eligible for vaccination but whose 
vaccination status was unknown or who were unvaccinated for unknown 
reasons 

1 Includes eight children eligible for vaccination, but not yet vaccinated, 
and one child whose vaccination status was unknown. 

** Includes persons who were unvaccinated because of their own or their 
parents’ beliefs. This category includes 61 persons aged <18 years and 
two persons aged 20-50 years. None of the persons in this category 
cited medical reasons for not having been vaccinated. 


persons, primarily students from junior high through univer- 
sity age from 18 states, DC, and several foreign countries. 
None of these countries or states has since reported confirmed 
cases of measles among persons who attended this conference. 

Illinois. On May 19, 2008, the Illinois Department of Pub- 
lic Health was notified by the DuPage County Health 
Department about a suspected case of measles. By May 27 
four confirmed cases of measles had been reported to the 
county, three of which were laboratory confirmed. Among 
the four cases, rash onsets occurred during May 17-19, sug- 
gesting a common exposure. The four patients were unvacci- 
nated girls aged 10-14 years; all had attended an event May 5 


and might have attended a home gathering 2 days earlier. Both 
events were attended by a teenager who had recently returned 
from Italy and reportedly had developed fever and rash. 

Although attempts to obtain further information about the 
traveler were unsuccessful, viral isolation from one of the four 
patients yielded genotype D4, a strain circulating in Italy. 
Through July 31, 26 additional measles cases were reported, 
all with epidemiologic links to the first four cases. Among the 
30 cases, 14 were confirmed in DuPage County, 11 in subur- 
ban Cook County, and five in Lake County. One case 
occurred in a person aged 43 years. The remaining 29 cases 
were in persons aged 8 months—17 years, including 25 (83%) 
school-aged children, all of whom were home schooled and 
not subject to school-entry vaccination requirements. Because 
of their parents’ beliefs against vaccination, none of the 25 
had received measles-containing vaccine. 

Reported by: MA Grigg, AL Brzezny, MD, Grant County Health 
District; ] Dawson, PhD, Chelan- Douglas Health District; K Rietberg, 

MPH, Public Health — Seattle & King County; C DeBolt, MPH, 

Washington State Dept of Health. P Linchangco, MPH, S Smith, MPH, 

S Jones, M Vernon, DrPH, C Counard, MD, Cook County Dept of 
Public Health; R Chugh, MD, S Nelson, MPH, K Green, C Petit, 

J Vercillo, DuPage County Health Dept; S Cesario, Lake County Health 
Dept; K Hunt, C Conover, MD, J Daniels, K McMahon, Illinois Dept 
of Public Health. SB Redd, KM Gallagher, DSc, GL Armstrong, MD, 

L] Anderson, MD, JF Seward, MBBS, PA Rota, PhD, JS Rota, MPH, 
L Lowe, MS, W] Bellini, PhD, Div of Viral Diseases, National Center 
for Immunization and Respiratory Diseases, CDC. 

Editorial Note: The number of measles cases reported dur- 
ing January 1—July 31, 2008, is the highest year-to-date since 
1996. This increase was not the result of a greater number of 
imported cases, but was the result of greater viral transmis- 
sion after importation into the United States, leading to a 
greater number of importation-associated cases. These 
importation-associated cases have occurred largely among 
school-aged children who were eligible for vaccination but 
whose parents chose not to have them vaccinated. One study 


has suggested an increasing number of vaccine exemptions 
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among children who attend school in states that allow philo- 
sophical exemptions (6). In addition, home-schooled children 
are not covered by school-entry vaccination requirements in 
many states. The increase in importation-associated cases this 
year is aconcern and might herald a larger increase in measles 
morbidity, especially in communities with many unvaccinated 
residents. 

In the United States, measles caused 450 reported deaths 
and 4,000 cases of encephalitis annually before measles vac- 
cine became available in the mid-1960s (/). Through a suc- 
cessful measles vaccination program, the United States 
eliminated endemic measles transmission (/). Sustaining elimi- 
nation requires maintaining high MMR vaccine coverage rates, 
particularly among preschool (>90% 1-dose coverage) and 
school-aged children (>95% 2-dose coverage) (7). High cov- 
erage levels provide herd immunity, decreasing everyone's risk 
for measles exposure and affording protection to persons who 
cannot be vaccinated. However, herd immunity does not pro- 
vide 100% protection, especially in communities with large 
numbers of unvaccinated persons. For the foreseeable future, 
measles importations into the United States will continue to 
occur because measles is still common in Europe and other 
regions of the world. Within the United States, the current 
national MMR vaccine coverage rate is adequate to prevent 
the sustained spread of measles. However, importations of 
measles likely will continue to cause outbreaks in communi- 
ties that have sizeable clusters of unvaccinated persons. 

Measles is one of the first diseases to reappear when vacci- 
nation coverage rates fall. Ongoing outbreaks are occurring in 
European countries where rates of vaccination coverage are 
lower than those in the United States, including Austria, Italy, 
and Switzerland (3,4). In June 2008, the United Kingdom's 
Health Protection Agency declared that, because of a drop in 
vaccination coverage levels (to 80%-85% among children aged 
2 years), measles was again endemic in the United Kingdom 
(3,8), 14 years after it had been eliminated. Since April 2008, 
two measles-related deaths have been reported in Europe, both 
in children ineligible to receive MMR vaccine because of con- 
genital immunologic compromise (4,8). Such children depend 
on herd immunity for protection from the disease, as do chil- 
dren aged <12 months, who normally are too young to 
receive the vaccine. Otherwise healthy children with measles 
also are at risk for severe complications, including encephalitis 
and pneumonia, which can lead to permanent disability or death. 

The measles outbreaks in Illinois and Washington demon- 
strate that measles remains a risk for unvaccinated persons 
and those who come in contact with them (9, /0). Each school 
year, parents should ensure that their children’s vaccinations 
are current, regardless of whether the children are returning 
to school, attending day care, or being schooled at home. 


Adults without evidence of measles immunity! should receive 
at least 1 dose of MMR vaccine. All persons who travel inter- 
nationally also should be up-to-date on their measles vaccina- 
tion and other vaccinations recommended for countries they 
might visit. These recommendations include a single dose of 
MMR vaccine for infant travelers aged 6-11 months and 
2 doses, administered at least 28 days apart, for children aged 
>12 months (5). 





« : " > ts ' . 
Documented receipt of 2 doses of live measles virus vaccine, laboratory 
evidence of immunity, documentation of physician-diagnosed measles, or 
birth before 1957. 
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Nonfatal, Unintentional, 
Non-Fire-Related Carbon 
Monoxide Exposures — 
United States, 2004-2006 


Carbon monoxide (CO) is a colorless, odorless, nonirritat- 
ing gas that is produced through the incomplete combustion 
of hydrocarbons. Sources of CO include combustion devices 
(e.g., boilers and furnaces), motor-vehicle exhaust, generators 
and other gasoline or diesel-powered engines, gas space heat- 
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ers, woodstoves, gas stoves, fireplaces, tobacco smoke, and 
various occupational sources (/). CO poisoning is a leading 
cause of unintentional poisoning deaths in the United States; 
it was responsible for approximately 450 deaths each year 
during 1999-2004 and an estimated 15,200 emergency 
department (ED) visits each year during 2001-2003 (2,3). 
Health effects of CO exposure can range from viral-like 
symptoms (e.g., fatigue, dizziness, headache, confusion, and 
nausea) to more severe conditions (e.g., disorientation, 
unconsciousness, long-term neurologic disabilities, coma, 
cardiorespiratory failure, and death) (4,5). CO poisoning 
often is misdiagnosed and underdetected because of the non- 
specific nature of symptoms (3). To update a previously pub- 
lished report (3) and provide national estimates of CO-related 
ED visits during 2004-2006, CDC analyzed data from the 
National Electronic Injury Surveillance System — All Injury 
Program (NEISS-AIP) database. During 2004-2006, an esti- 
mated average of 20,636 ED visits for nonfatal, unintentional, 
non-fire-related CO exposures occurred each year. Approxi- 
mately 73% of these exposures occurred in homes, and 41% 
occurred during winter months (December—February). Pre- 
vention efforts targeting residential and seasonal CO expo- 
sures can substantially reduce CO-related morbidity. 

The NEISS-AIP database is maintained by the U.S. Con- 
sumer Product Safety Commission and includes data on all 
types and causes of injuries treated in U.S. hospital EDs. 
NEISS-AIP includes 63 of 100 NEISS hospitals selected as a 
stratified probability sample to represent hospitals in the 
United States and its territories (3,6). Based on the hospital 
ED records, NEISS personnel document information on 
sociodemographic characteristics, diagnosis, and patient dis- 
position in a standardized data collection form. Consumer 
products that are mentioned in relation to the injury event 
(e.g., CO detectors) are recorded. Information on source of 
CO exposure, location of incident, and toxic effects is docu- 
mented in a narrative section. 

This analysis included data for ED visits to the 63 NEISS- 
AIP sample hospitals by all persons with potential exposure 
to CO. Cases were included in this analysis if 1) the injury 
was unintentional or the intent was unknown, 2) the princi- 
pal diagnosis for the ED visit was anoxia or poisoning, and 3) 
when a related consumer product was mentioned in the ED 
record, the product was a CO detector or, when the men- 
tioned product type was unknown, and exposure to CO was 
indicated in the narrative. Cases with fire-related CO expo- 
sures (e.g., those including burns or smoke inhalation) and 
cases including persons who were dead on arrival or who died 
in the ED were not included. 

Cases were classified as CO poisoning, CO exposure, or 
possible CO exposure. A case was classified as CO poisoning 


if 1) CO poisoning was listed as a diagnosis or 2) CO expo- 
sure or possible CO poisoning was indicated in the narrative 
and toxic effects were noted. A case was classified as CO 
exposure if the narrative confirmed a CO exposure and indi- 
cated a CO source but noted no toxic effects. A case was clas- 
sified as possible CO exposure if the narrative indicated a 
potential CO exposure but no source or toxic effects were 
mentioned.* Two CDC epidemiologists independently 
reviewed the data and narratives recorded during ED visits. 
Discrepancies between these records were reconciled by 
mutual agreement. The epidemiologists also classified CO 
source, location of incident, toxic symptoms, and CO detec- 
tor presence and activation for each exposure. 

This report provides estimates based on 1,072 records 
included in the analysis. Each case was assigned a sample weight 
based on the inverse of the selection probability; these weights 
were summed to provide national estimates of nonfatal, 
unintentional, non-fire-related CO exposures. Three years of 
data were used to provide stable rates. Confidence intervals 
were calculated by using a direct variance estimation proce- 
dure that accounted for the sample weights and complex 
sample design. Rates were calculated using the 2000 U.S. 
Census Bureau postcensal estimates as denominators for the 
respective years and categories.’ Stratum-specific estimates 
based on unweighted counts of less than 20, a coefficient of 
variation of >30%, or both, might be statistically unstable 
and were reported where applicable (3). 

An estimated 61,907 nonfatal, unintentional, non-fire- 
related cases of CO exposure occurred in the United States 
during 2004-2006, for an average of 20,636 exposures each 
year (Table 1). Of these, 68.5% were classified as CO poison- 
ing, 30.6% as CO exposure, and 0.9% as possible CO expo- 
sure (Table 2). Overall, 7.0 CO-related ED visits per 100,000 
population occurred each year during 2004-2006. Children 
aged <5 years had the highest estimated rate of CO-related 
ED visits (11.6 cases per 100,000 population) among all age 
groups. Among adults, persons aged 25-34 years had the high- 
est estimated rate of CO-related ED visits (10.4 cases per 
100,000 population). For older age groups, the estimated rate 
declined as age increased. Females had a higher estimated rate 
of CO-related ED visits (7.2 cases per 100,000 population), 
compared with males (6.7 cases per 100,000 population). The 





*CO exposure and possible CO exposure cases likely included persons who had 
no toxic effects but who 1) visited EDs because they were involved in events in 
which they believed they might have been exposed to CO, 2) accompanied 
CO-exposed household members to EDs, or 3) were complying with 
recommendations of emergency response personnel (e.g., fire department 
personnel or emergency medical technicians) when high levels of CO were 
measured in their homes. 

* Bridged-race postcensal population estimates available at http://wonder.cdc.gov/ 
bridged-race-v2004. html, http://wonder.cdc.gov/bridged-race-v2005. html, and 
hetp://wonder.cdc.gov/bridged-race-v2006. html. 
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TABLE 1. Average annual estimated number,” percentage, and 
rate’ of nonfatal, unintentional, non-fire-related carbon mon- 
oxide (CO) exposure cases, by selected characteristics — 
United States, 2004-2006 


TABLE 2. Average annual estimated number’ and percentage of 
nonfatal, unintentional, non-fire-related carbon monoxide (CO) 
exposure cases, by exposure status, season, and location of 
incident — United States, 2004-2006 





Characteristic No. (%) Rate (95% Cl‘) 


Characteristic No. (%) (95% Cl") 





Age group (yrs)" 
0-4 


2,344 (11.4) 11.6 (7.7-15.4) 
5-9 1,407 (6.8) 7.2 (3.8-10.5) 
10-14 1,577 (7.6) 7.6 (3.3-11.8) 
15-24 3,341 (16.2) 7.9 (5.7-10.1) 
25-34 4,183 (20.3) (6.5-14.3) 
35-44 2,775 (13.5) (4.2-8.4) 
45-54 2,229 (10.8) (3.4-7.1) 
55-64 1,444 (7.0) (2.9-6.6) 
>65 1,328 (6.4) (2.3-4.9) 
Sex 
Male 9,770 (47.3) 
Female 10,866 (52.7) 
Disposition** 
Treated and released 18,646 (90.4) (4.6-8.0) 
Hospitalized/Transferred 1,695 (8.2) (0.3-0.9) 
Other/Unknown!t 294 (1.4) —_ 


Total 20,636 (100.0) (5.1-8.8) 


* National estimated number of persons with nonfatal, unintentional, non- 
fire-related carbon monoxide exposures treated in hospital emergency 
departments, based on 1,072 cases reported by the National Electronic 
Injury Surveillance System - All Injury Program (NEISS-AIP) 

' Rate per 100,000 population calculated using U.S. Census Bureau 
postcensal population estimates with bridged-race categories 

5 Confidence interval 

1 Age data were missing for eight cases 

** Numbers do not sum to total because of rounding of weighted data 
'T Estimates might be unstable because of unweighted counts of <20, 
coefficient of variation >30%, or both 


(5.0-8.4) 
(5.0-9.4) 





majority (90.4%) of the patients were released from the ED 
after examination and treatment, but 8.2% were either hospi- 
talized or transferred to other hospitals for specialized care. 
The highest percentage of CO exposures (41.4%) occurred 
during the winter months (Table 2) of December (110 per 
day), January (96 per day), and February (76 per day) (Figure). 
The lowest percentage of exposures (16.8%) was observed 
during the summer. The majority (72.8%) of exposures 
occurred in homes; approximately 13.4% occurred at work- 
places (Table 2). 

Data regarding CO source, detector presence and activa- 
tion, and toxic effects of CO exposures were missing for >30% 
of cases. Based on unweighted counts, the primary source of 
CO exposure was home heating systems (16.4%), which 
included furnaces, boilers, and unspecified heaters. Motor 
vehicles were reported as the second most common source of 
CO exposure (8.1%). CO detectors were reported present and 
activated in 17.8% of all exposures. More than half (54.1%) 
of all persons visited the ED with one or more symptoms 
indicating toxic effects of CO exposure, and 29.4% reported 
having two or more such symptoms. Headache (27.4%), 


Total 20,636 
Exposure status 

CO poisoning 14,127 (68.5) 

CO exposure 6,320 (30.6) 

Possible CO exposure 189 

Season! ** 

Winter 8,538 (41.4) 

Spring 4,175 (20.2) 

Summer 3,474 (16.8) 

Fall 4,448 (21.6) 

Location of incident** 

Residence 15,030 (72.8) 

Workplace 2,769 (13.4) 

Other 1,162 (5.6) (3.1-8.2) 

Unknown/Not stated/Missing 1,674 (8.1) (4.3-11.9) 

* National estimated number of persons with nonfatal, unintentional, non- 
fire-related carbon monoxide exposures treated in hospital emergency 
departments, based on 1,072 cases reported by the National Electronic 
Injury Surveillance System — All Injury Program (NEISS-AIP). 

' Confidence interval. 

5 Estimates might be unstable because of unweighted counts of <20, 
coefficient of variation >30%, or both 

‘ Winter: December-February; Spring: March-May; Summer: June- 
August; Fail: September—November. 

** Numbers do not sum to total because of rounding of weighted data. 


(100.0) _ 


(48.0-88.9) 
(19.1-42.1) 
(0.9) — 


(30.2-52.5) 
(12.3-28.2) 

(9.5-24.2) 
(14.0-29.2) 


(53.7-91.9) 
(6.0-20.8) 





nausea (14.6%), and dizziness (11.8%) were the most 
frequently reported symptoms. 

Reported by: / Annest, PhD, T Haileyesus, MS, Office of Statistics 
and Programming, National Center for Injury Prevention and Control; 
J Clower, MPH, F Yip, PhD, A Stock, PhD, M Lucas, Div of 
Environmental Hazards and Health Effects, National Center for 
Environmental Health; S Iqbal, PhD, EIS Officer, CDC. 

Editorial Note: This report provides the most recent estimates 
of CO-related ED visits in the United States. During 2004— 
2006, an average of 20,636 ED visits for nonfatal, uninten- 
tional, non—fire-related CO exposures occurred each year. 
These estimates are higher than the estimated average of 15,200 
CO-related ED visits per year reported for 2001-2003 (3). 
Better case ascertainment, increased reporting, or differential 
in sampling errors might account for this apparent increase; 
however, the data in this report do not allow drawing of con- 
clusions regarding the cause of the increased visits. During 
2004-2006, children aged <5 years had the highest estimated 
rates of CO-related ED visits and females had higher rates 
than males. These findings do not correspond to findings on 
fatal CO exposures, which indicate higher death rates among 
males and persons aged >65 years (2). Further research is 
needed regarding why certain population subgroups are at 
higher risk for CO exposure. 
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FIGURE. Average estimated number" of nonfatal, unintentional, 
non-fire-related carbon monoxide exposure cases per day, by 
month! — United States, 2004-2006 


) 





Average no. of cases per day 





jun Jul Aug Sep 
Month 

* National estimated number of persons with nonfatal, unintentional, non- 
fire-related carbon monoxide exposures treated in hospital emergency 
departments, based on 1,072 cases reported by the National Electronic 
Injury Surveillance System — All Injury Program (NEISS-AIP) 
Estimates for May, July, and September might be unstable because the 
coefficient of variation is >30% 


During 2004—2006, approximately 41% of reported cases 
of CO exposure occurred during the winter. This finding is 
consistent with previously published data on CO exposure 
(3,4,7). Increased use of home heating systems during winter, 
exposure to motor-vehicle exhaust by stranded motorists dur- 
ing blizzards, use of gasoline-powered generators during and 
after winter storms, and indoor use of charcoal grills, portable 
stoves, and space heaters all have contributed to the increase 
in CO exposures during winter (3,4, 7). These findings high- 
light the importance of initiating and evaluating public health 
awareness campaigns for reducing CO exposures before and 
during winter months. The majority (72.8%) of patients were 
exposed in their homes; accordingly, prevention of residential 
CO exposures could substantially decrease CO-related mor- 
bidities (2,.3). 

The findings in this report are subject to at least three limi- 
tations. First, NEISS-AIP data did not include measurements 
of CO levels at the location of the incident or laboratory data 
for biologic indicators of CO exposure. ED documentation 
and narratives were used as a surrogate fo assign exposures. 
Second, toxic effects, CO source, and detector presence and 
\ctivation were not reported in NEISS-AIP for >30% of cases. 
Although the estimates for these variables might represent the 
population sampled, because of missing data, they might not 
represent national estimates. However, distributions for these 
factors were similar to those previously reported (3). Finally, 


the NEISS-AIP sample represents patients treated in hospital 


EDs; patients who sought treatment in other types of facili- 
ties (e.g., outpatient settings) or those who did not seek treat- 
ment were not included in this report. 

Harmful exposures to CO, especially those occurring at 
home, are preventable. Basic preventive measures, including 
properly installing and maintaining home heating systems, 
installing CO detectors, and venting cooking and fuel- 
burning appliances, can minimize exposures (2,3). Additional 
public health messages geared toward at-risk populations might 
help reduce the number of CO exposures, especially residen- 
tial and seasonal exposures. Continued surveillance of CO 
exposure will aid in developing prevention measures and 
targeted interventions. 
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West Nile Virus Update — United 
States, January 1-August 19, 2008 


This report summarizes 2008 West Nile virus (WNYV) 
surveillance data reported to CDC through ArboNET as of 
3 a.m. Mountain Daylight Time, August 19, 2008. A total of 
28 states have reported 236 cases of human WNYV illness to 
CDC (Figure, Table). A total of 137 (58%) cases for which 
such data were available occurred in males; median age of 
patients was 48 years (range: 10 months—86 years). Dates of 
illness onset ranged from January 17 to August 14; two cases 
were fatal. 

\ coral of 37 presumptive West Nile viremic blood donors 
(PVDs) have been reported to ArboNET during 2008. Of 
these, 20 were reported from California, four from Texas, three 
each from Louisiana and Minnesota, two from Mississippi, 


and one each from Arizona, lowa, Kentucky, Nevada, and 
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FIGURE. Areas reporting West Nile virus WNV activity — 
United States, 2008° 





GB Human WNV iliness 
(-] Nonhuman WNV infection only 











“As of August 1 , 200 


A E. Number of human cases of West Nile virus WNV 
illness, by state — United States, 2008° 


Wisconsin. Of the 37 PVDs, one person aged 24 years subse- 
quently had neuroinvasive illness, one person aged 48 years 
subsequently developed other/unknown illness, and 10 per- 
sons (median age: 43 years [range: 29-55 years]) subsequently 
had West Nile fever. 

In addition, 881 dead corvids and 212 other dead birds 
with WNV infection have been reported in 17 states during 
2008. WNV infections have been reported in horses in 14 
states and Puerto Rico, in five squirrels in California, and in 
one unidentified animal species in Puerto Rico. WNV 
seroconversions have been reported in 88 sentinel chicken 
flocks in five states (Arizona, California, Florida, Louisiana, 
and Utah) and Puerto Rico. A total of 3,083 WNV-positive 
mosquito pools have been reported from 33 states, District of 
Columbia, and New York City. 

Additional information about national WNYV activity is 
available from CDC at http://www.cdc.gov/ncidod/dvbid/ 


westnile/index.htm and at http://westnilemaps.usgs.gov. 
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Clinical Vaccinology Course — 
November 14-16, 2008 


CDC and five other national organizations are collaborat- 
ing with the National Foundation for Infectious Diseases 
(NFID), Emory University School of Medicine, and the Emory 
Vaccine Center to sponsor a Clinical Vaccinology Course to 
be held November 14-16, 2008, at the Hyatt Regency 
Bethesda Hotel in Bethesda, Maryland. Through lectures and 
interactive case presentations, the course will focus on new 
developments and concerns related to the use of vaccines in 
pediatric, adolescent, and adult populations. Leading infec- 
tious disease experts, including pediatricians, internists, and 
family physicians will present the latest information on newly 
available vaccines and vaccines in the pipeline, as well as 
established vaccines whose continued administration is essen- 
tial to improving disease prevention efforts. 

This course is specifically designed for physicians, nurses, 
nurse practitioners, physician assistants, pharmacists, vaccine 
program administrators, and other health-care professionals 
interested in clinical aspects of vaccinology. The course also 
might be useful for health-care professionals involved in pre- 
vention and control of infectious diseases, including federal, 
state, and local public health officials. 

Continuing education credits will be offered. Information 
regarding the preliminary program, registration, and hotel 
accommodations is available at http://www.nfid.org, or by 
e-mail (idcourse@nfid.org), fax (301-907-0878), telephone 
(301-656-0003, ext. 19), or mail (NFID, 4733 Bethesda 
Avenue, Suite 750, Bethesda, MD 20814-5228). 








Vol. 57 / No. 33 


MMWR 90 





Notice to _eaders 





International Conference 
on Rabies in the Americas — 
September 28-October 3, 2008 


The 19th International Conference on Rabies in the 
Americas (RITA) will be held ac CDC’s Tom Harkin Global 
Communications Center in Atlanta, Georgia, September 28- 
October 3, 2008. September 28 also marks World Rabies Day. 
The conference attracts international participation from 
scientists, epidemiologists, laboratorians, and public health 
professionals with an interest in rabies surveillance, control, 
and prevention. Presentations will feature the latest findings 
in rabies research. Scheduled activities include the signing of 
the North American Rabies Management Plan by U.S., 
Canadian, and Mexican federal authorities and a World 
Rabies Day Run/Walk. 

The deadline for RITA registration is September 5. Continu- 
ing education credits will be offered. Additional information 
regarding the agenda, registration, the World Rabies Day Run/ 
Walk, and lodging, is available at http://www.rabiesinthe 
americas.org. 
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Final 2007 Reports of Nationally 
Notifiable Infectious Diseases 


The tables listed in this report on pages 903-913 summarize 
finalized 2007 data, as of June 30, 2008, from the 
National Notifiable Diseases Surveillance System (NNDSS). 


These data will be published in more detail in the Summary of 


Notifiable Diseases, United States, 2007 (1). Because no cases 


of diphtheria, neuroinvasive or non-neuroinvasive western 
equine encephalitis virus disease, paralytic poliomyelitis, 
nonparalytic poliovirus infection, congenital rubella, severe 
acute respiratory syndrome-associated coronavirus syndrome, 
smallpox, or yellow fever were reported in the United States 
during 2007, these diseases do not appear in these early 
release tables. Policies for reporting NNDSS data to CDC can 
vary by disease or reporting jurisdiction, depending on case 
status classification (i.e., confirmed, probable, or suspected). 

The publication criteria used for the 2007 finalized tables 
are listed in the “Print Criteria” column of the NNDSS event 
code list, available at http://www.cdc.gov/ncphi/disss/nndss/ 
phs/infdis.htm. The NNDSS website is updated annually to 
include the latest national surveillance case definitions 
approved by the Council of State and Territorial Epidemiolo- 
gists for enumerating data on nationally notifiable infectious 
diseases. 

Population estimates for the states are from the National 
Center for Health Statistics. Estimates of the July 1, 2000- 
July 1, 2006, United States resident population are from the 
Vintage 2006 postcensal series by year, county, age, sex, race, 
and Hispanic origin, prepared under a collaborative arrange- 
ment with the U.S. Census Bureau, and available at http://www. 
cde.gov/nchs/about/major/dvs/popbridge/popbridge.htm. 
Population estimates for territories are 2006 estimates from 
the U.S. Census Bureau (2). 
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QuickStais 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Preterm-Related Infant Mortality* Rates,’ by Race/Ethnicity 
of Mother — United States, 2090 and 2005 
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TABLE 2. Reported cases of notifiable diseases,” by geographic division and area — United States, 2007 





Total resident Botulism 
population 
Area n thousands) | t Anthrax Foodborne Infant Brucellosis 








United States 3 3.151 1 35 
New England 
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S. Atlantic 


Mountain 
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TABLE 2. (Continued) Reported cases of notifiable diseases,” by geographic division and area — United States, 2007 





Area Chancroid** Chiamydia™t 


Cholera 


Coccidioidomycosis 


Cryptosporidiosis 


Cyclosporiasis 





United States 


New England 


6,429 


454 


Mid. Atlantic 


E.N. Central 


>. Atlantic 


E.S. Central 


Mountain 
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TABLE 2. (Continued) Reported cases of notifiable diseases,” by geographic division and area — United States, 2007 
Domestic arboviral diseases*5 








California serogroup Eastern equine Powassan St. Louis West Nile 
Nonneuro- Neuro- Nonneuro- Neuro- Nonneuro- Neuro- Nonneuro- Neuro- Nonneuro- 


Neuro- 
Area invasive invasive invasive invasive invasive invasive invasive invasive invasive invasive 
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United States ? > 
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of notifiable diseases,* by geographic division and area — United States, 2007 


E 2. (Continued) Reported cases 
Ehrlichiosis 
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granulocytic monocytic yther and unspecified) Giardiasis Gonorrhea™ 


Area 
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Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2007 
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Mountain 
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TABLE 2. (Continued) Reported cases of notifiable diseases,” by geographic division and area — United States, 2007 
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associated 
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TABLE 2. (Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2007 
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TABLE 2. (Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2007 





Novel 
nfluenza A 
virus infections 


Area Mumps Pertussis 
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TABLE 2. (Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2007 





Area Rubella Salmonellosis 


Shiga 
toxin-producing 
E. Coli (STEC)8 


Streptococcal 
disease, invasive, 
Shigellosis 


Streptococcal 
toxic-shock 
syndrome 





United States 
New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 
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TABLE 2. (Continued) Reported cases of 


Streptococcus 


August 22, 2008 
notifiable diseases,” by geographic division and area — United States 
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TABLE 2. (Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2007 


Vancomycin- 





Area Tuberculosis Tularemia 


United States 


intermediate 
Staphylococcus 
aureus 


Vancomycin- 
resistant 


Staphylococcus 


aureus 
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(morbidity) (mortality) Vibriosis 





New England 


Mid. Atlantic 
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W.S. Central 
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Pacific 
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TABLE 1. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) —- United States. 
week ending August 16, 2008 (33rd week)* 





Total cases 
reported for previous years 


5-year 
Current Cum weekly 
week 2008 average’ 2007 2006 2005 2004 2003 States reporting cases during current week (No.) 
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TABLE 1. (Continued) Provisional cases of infrequently reported notifiable diseases (<1.000 cases reported during the preceding year) — 
United States, week ending August 16, 2008 (33rd week)* 





FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals August 16, 2008, with historical data 





Notifiable Disease Data Team and 122 Cities Mortality Data leam 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending August 16, 2008, and August 18, 2007 
33rd Week)* 
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Coccidiodomycosis Cryptosporidiosis 
Previous Previous 
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(33rd Week)* 


TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 16, 2008, and August 18, 2007 





Haemophilus influenzae. invasive 








Giardiasis Gonorrhea All ages, all serotypes’ 
Previous Previous Previous 
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Current 2 weeks Cum Cum Current 2 weeks Cum Cum Current ___ 52 weekS Gum Cum 
Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 2007 





United States 
New England 
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W.S. Central 


Mountain 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 16, 2008, and August 18, 2007 
(33rd Week)* 





Hepatitis (viral, acute), by type 





a 8 Legionellosis 





Previous Previous Previous 


Current ___>2 weeks Current ___ 52 weekS Cum Cum Current ___ 52 weeks Gum 
Reporting area week Med Max week Med Max 2008 week Med Max 2008 





United States y 2 171 2 1,762 31 j 259 2.0 2.65 3 6 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 16, 2008, and August 18, 2007 
(33rd Week)* 





Meningococcal disease, invasivet 











Lyme Disease Malaria All serotypes 
Previous Previous Previous 

Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 2007 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 16, 2008, and August 18, 2007 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 16, 2008, and August 18, 2007 
(33rd Week)* 


Salmonellosis 





Previous 


Shiga toxin-producing E. coli (STEC)* 


Shigellosis 
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Max 2008 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 16, 2008, and August 18, 2007 
33rd Week)* 





Streptococcal pneumoniae, invasive disease, nondrug resistant* 
Streptococcal diseases. invasive, group A Age <5 years 








Previous Previous 
Current 52 weeks Cum Current 52 weeks 
week Med Max 2008 week Med Max 











Atlantic 


>. Central 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 16, 2008, and August 18, 2007 
(33rd Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant! 





All ages Age <5 years Syphilis, primary and secondary 





Previous Previous Previous 


5? weeks Pa 7 m 52 w a 5 
Current 2 weeks >um Cum Current 32 weeks Cum Current 52 weeks Cum Cum 


Reporting area week Med Max 2008 2007 week Med Max 200 20 week Med Max 2008 2007 





United States 
New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


W.S. Central 


Mountain 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 16, 2008, and August 18, 2007 
33rd Week)* 





West Nile virus disease’ 





Varicella (chickenpox) Neuroinvasive Nonneuroinvasive* 





Previous Previous Previous 


uw > _ n > 5? w =] 
Current 52 weeks Cum Cc Current ___52 weeks Cum Current 22 weeks Cum 
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TABLE Ill. Deaths in 122 U.S. cities,* week ending August 16, 2008 (33rd week) 





Reporting area 


All causes, by age (years) | Ail causes, by age (years) 
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